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M eetill?: of December 8, 1911.

Report of a Case of Epithelioma of the Auricle.

Em,lUND PRINCE FOWLER, M. D. James D., 60 year,; old,
first noticed a papule on the external skin of his right tragus
about two and a half years ago. This slowly increased in
size 'until it involved the whole trag-us and concha, the anterior
descending horn of the helix, about one-quarter inch of the
external auditory meatus, and the upper thi:'cJ of the antihelix.

The neoplasm was diagnosed as epithelioma, and received
treatment at the hands of several physicians and su rg-eom
before I saw the case.

For about four months X-rays were applied, but no im
provement ''lias apparent. A like result followed the nse of
radium, electrolysis, and the hypodermatic injection of va
rious substances. The tumor continued to increase in ~ize,

and about a year previous to the operation had broken clown.
the ulceration finally covering a space of about the size of a
fifty-cent piece. The anterior and posterior cervical glan(h
were enlarged and tender. These were not removed at
operation.

The patient was anesthetized and the growth rellloved in
toto with about one-qnarter inch of the healthy integ-u;nent
and tissues surrounding it. Tl1is necessitated the ablation of
the whole tragus, a portion of the parotid gland, and of the
cartilaginous external auditory :l1catus, the whole anterior
superior quadrant of the pinna, and all but a slllall portion
of the inferior extremity of the antihelix. The plastic opera
tion followed immediately and was accomplished as follows:
The original apex of the helix was bronght forward and down
ward to cover up the space cansed by the removal of the an-
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terior superior pinna quadrant. The skin and subcutaneous
tissues in front of the wound were brought back to partly
cover the raw space in front of and above and below the ex
ternal auditory canal. This was accomplished by sliding flaps,
as shown in the photograph. The wound and external audi
tory canal were dressed with plain sterile gauze. In three
days the sutures were removed and pure powdered scarlet red
was dusted over the wound, completely covering it. A sterile
dressing was applied over all. This was repeated every two
or three days for four weeks. when healing was complete.
The cosnwtic result obtained is certainly remarkable, and I
attribute it largely to the effect of the scarlet red. not only in
promoting the extension of the epithelium from the sidE'" nf
the wound, but by protecting the delicate newly formed skin
from injury and removal during dressings. Xo stenosis of
the meatus has resulted, and the appearance of the recon
structed auricle is most satisfactory. The photographs show
the appearances before and after operatioll, and indicate the
method of cutting and adjusting the flaps. Since the opera
tion the jXltient has gained in health and strength, and no en
larged cervical glands can now be detected.

Combined Gauze Packer and Holder.

ED:lfUXn PRIKO: FOWLJ~ll.. M. D. This instrument con
sists of a hollow cylindric handle from the top of which pro
jects a detachable nozzle, the latter being firmly secured by
means of a bayonet clutch. Into the nozzle a Y-pointed
plunger is fitted so that its distal or Y-end will just reach the
end of the nozzle when the plunger is shoved home. The
opposite end of the plunger is supplied with a ring in which
the operator's thumb rests during use. This ring is at all
times sufficiently distant from the packing material to pre
vent contact. A shoulder on the plunger limits its inward
excursion, and the length of the nozzle aGd plunger is such
that witl1 ordinary care it will not be withdrawn from the noz
zle. A detachable spring is fastened inside the handle and so
adj usted that ordinary test tubes may be held securely in place.
The instrument is made in several sizes, both as to handle
ancI nozzle. It was devised to accomplish the following
results:

1. To hold gauze packing and protect it from contamina
tion during use.
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2. To supply a means for inserting packing into a small
wound or sinus without obstructing the surgeon's view.

3. To prevent contamination of the packing by contact with
the entrance or walls of the wound, and the carrying of in
fectious matter or epithelial scales into the wound.

4. To do away with the pain caused by dressings touching
the entrance to the wound, by preventing contact between the
two.

5. To furnish a simple, strong, and easily sterilizable imtru
ment which would dispense with the services of a nurse during
dressings and save time and trouble.

The gauze packer is operated as follows: Hold the instru
ment in the left hand, and with the right hand insert a tube
of sterile gauze (proper width), pushing it into the handle
from the bottom upward, until the rim of the glass tube
catches in the notch at the end of the spring. This holds the
tube of gauze securely in place.

Take the plunger in the right hand, remove the stopper
from the tube, and, picking up the end of the gauze on the
prongs of the plunger, insert it with the latter well into the
nozzle. Change the instrument into the right hand, grasping
the handle with palm and fingers, the fingers being placed
beneath the guard. Insert the right thumb into the plunger
ring and shove home the plunger until the gauze appears at
the end of the nozzle. Insert the nozzle into the wound with
out touching the sides, and carry the projecting gauze to the
desired situation. Alternately abduct and adduct the thumb
which is in the ring, thus feeding the gauze from the tube
through the nozzle and into the wound until the proper amount
has been introduced. Push out a few extra inches of gauze,
sever it with the scissor"., and detach the gauze remaining in
the nozzle by cutting it above the holder after first withJraw
ing the plunger. Remove the nozzle and pt~t it into the ster
ilizer with the plunger. Replace the stopper into the test
tube and withdraw the latter from the handle. As the nozzle
is the only part of the instrument which becomes soiled during
use, a series of cases may be dressed by using two or more
nozzles and attacl1ing a sterile one to the ~andle for each case.
The handle need be boiled but once for each series of dress
ings.

An extended test of this gauze packer has demonstrate,l
its \1sefl1ln(ss, and not only is it indicated in mastoid clress-
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ings but in the introduction of packing or gauze drainage into
any cavity, sinus, or wound. It is very effective in packing
the nasal cavity. A little practice is needed to enable the
aser to properly manipulate the plunger in a straight line. If
while in use it be withdrawn too far, it will jam, on account of
the excessive amount of gauze before it.

This method of packing wounds facilitates drainage and
the painless removal of the dressing, as the gauze is automat
icaIly twistcrl into a rounded wick during its introduction into
the wound, and is deposited smoothly in hyers.

Paper: Report of a Case of Sequestrum of the Semicircular Canal.,
With Presentation of the Specimen.*

By EDMUND PRINCE: FOWLE:R, M. D.,

NEW YORK.

DISCUSSION.

DR. DUEL said that he had been especially interested in what
Dr. Fowler had said regarding the nystagmus. It was very
unusual to see a case with complete destruction of the laby·
rinth, as in this instance, exhibiting a type of nystagmus the
direction of which it was impossible to determine. From all
our knowledge, one would expect the .quick movement of the
nystagmus to be away from the diseased side in a destroying
process of this kind.

In regard to the tinnitus which occurre.d after the destruc
tion of the labyrinth, he had seen a number of such cases.
It seemed in hfs experience to be the rule that a tinnitus oc
curred on the side of a destroyed labyrinth, perhaps not per
manently, but for a considerable period. He attributed this
to an irritation of the auditory branch of the eighth nerve.

DR. FOWLER said. in response to an inqdry as to whether
the patent had albuminuria or diabetes, that she had both.

DR. DANZIGER asked whether any puncture had been made,
and Dr. Fowler replied that this was done shortly after the
operation.

DR. D~NcH said that at the last meeting of the Otological
Society there had been quite a spirited discussion on the ques
tion of rotation. In the case cited by Dr. Fowler, the

*See pag€ 312.
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rotation test was absolutely negative, the healthy labyrinth
giving no reaction when the patient was rotated in the direction
testing the diseased side. The results of this experiment were
very interesting, and should be recorded.

DR. FOWLER} replying to Dr. Duel's remarks about the nys
tagmus, said that he remembered the case particularly, in re
gard to the nystagmus, as it was impossible to determine its
direction. For that reason it was not thought to be due to
the ear disease. It seemed too indefinite to be due to semi
circular canal irritation. Several persons who saw the case
at this time agreed, and for that reason the tests were neg
lected. No rotation tests or caloric tests were made. The
nystagmus case cleared up two days after the operation, and
it was thought to be due perhaps to the general condition. At
that time it was not known that the patient had albuminuria
or glycosuria. The history of the case was lost or mislaid.

In regard to the tinnitus, it was interesting to observe that
it was increased during congestion of the head, brought about
by a tight neck band, but after all this seemed logical if there
was irritation due to an inflammatory process. It was not a
bad tinnitus. Functional tests were not made following the
first operation.

Rotation after the second operation showed distinctly that
the left labyrinth was functionating, whether rotated to the
left or to the right. The time after rotation to the right was
22 seconds; after rotation to the left. 11 seconds. It appeared
to be absolutely normal. The caloric reaction in the diseased
ear was negative.

Paper: Myalgia, With or Without Otitis.*

By FRANCIS W. WIIIn:, M. D..

NEW YORK.

DISCUSSION.

DR. OPDYKE said that he had had a patient a year ago, a
young nurse, who was suffering from intense pain over the
mastoid region, and had a temperature of 100.9° to 101.5 0

•

The conditions in the auditory canal were normal, the tym
panum likewise. He had advised against opening the mas-

*See page 346
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toid, but the symptoms continued-the extreme pain over the
mastoid, even over the emissary and over the antrum, extend
ing up over the auricle. After two and a half weeks of that
suffering the mastoid was opened and f01.md to be absolutely
normal. The bone in the mastoid cells, the cellular structure,
was rather eburnated. Nothing else. The patient made an
uneventful recovery, and has had no pain since around the ear
or 011 that side of the head.

DR. }lcCu LLAGH said that he had operated on a patient
~ome two weeks ago who had been, a month or so previously,
in the hospital for two weeks or ten days with an acute sup
purativc ear. There was at that time but slight mastoid ten
derness. The drum had healed and she was discharged from
the hospit,tl, but came back in about four weeks complaining
of pain b:::ck of the ear and tenderness over the tip and an
trum. There was a slight thickening of the sternomastoid at
its insertion. He did 110t feel sure that the mastoid was in
volved, and had all X-ray taken. Dr. Law reportecl that there
was a slight haziness on the affected side. In the course of
a \veek or so, a second X-ray was taken to see if Ithere had
been any change. .:'{one was apparent. The induration be
came very mt,ch more marked, and the pain very severe. She
was told that an exploratory operation should be made, to
which she consented on account of the pain. The mastoid
was opened, and it was found to be normal except in the large
tip cell therc was blood stained dark serous fluid. The wound
was sewed up and united by first intention. He thought the
case was due to myastitis rather than myalgia, on account of
the induration over the muscle.

DR. DI.;XCH asked if any culture had been made of this
blood stained serum, and Dr. McCullagh answered that none
had been made.

DR. WRITE said that what had interested him greatly was
an acute exacerbation of a chronic suppurative middle ear.
The patient came in stating that the ear had suddenly started
to run more than usual, and at the same time gave a history of
a very severe pain in the tip of the mastoid. The question
was whether the ear had been running acutely longer than
stated, or was it simply an acute exacerbation just at that
time, and cold having affected a muscle. It turned out that
a muscle was affected and not the mastoid. She was treated
for a myalgia also.

 at PURDUE UNIV LIBRARY TSS on May 20, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


478 NEW YORK ACAD:E:MY OF M:E:DICINE.

Paper: The Operative Treatment of Sinus Thrombosis.*

By GEORGE L. TOBEY, M. D.,

BOSTON.

(By invitation.)

DISCUSSION.

DR. DI<;NcH said that when a man was called upon to dis
cuss a paper there was usually something to discuss, but that
Dr. Tobey had presented such a very complete paper there
was nothing to take exception to, and he could only thank the
doctor for coming before the society and presenting this ex
cellent article, thus opening up a very extensive and rather
new field as regards the operative work in sinus thrombosis.
There were one or two points to which he would like to refer:
One was the unusual absence of constitutional symptoms in
sinus thrombosis. The only constant symptom is the char
acteristic temperature. These patients feel exceedingly well
and, aside from the characteristic temperature changes, as a
rule present no constitutional symptoms. The occurrence of
optic neuritis in this case is interesting, and is a ",sign that
should always be looked for. Occasionally cases of sinus
thrombosis are mistaken for typhoid fever. Dr. Dench spoke
of a case which he had seen last year, in which the
middle ear inflammation was exceedingly mild in charac
ter, and yet was attended by a high temperature, with
remissions. Typhoid fever was suspected, but the absence
of a positive Widal reaction and the presence of an
acute middle ear inflammation made the speaker certain that
the case was one of sinus thrombosis. The jugular was ex
cised, and the patient made a complete recovery. Dr. Tobey
had spoken of cases where there was a long period of quies
cence between the acute middle ear inflammation and the sinus
thrombosis. Dr. Dench spoke of a case in which there had
been an acute inflammation of the middle ear, with mastoid
tenderness. The patient developed a pneumonia early in the
course of the acute otitis, which rendered operative interfer
ence upon the mastoid impossible. The pulmonary condition
cleared up, the middle ear became normal, and all mastoid

*See page 362.
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tenderness disappeared. The ·patient later, however, pre
sented a temperature characteristic of sinus thrombosis, and
upon operation a foul, purulent clot was found in the lateral
sinus. Complete excision of the internal jugular was per
formed, but the patient finally died of septicemia.

'the speaker was interested in what Dr. Tobey had said
about iodoform poisoning, as he himself had observed a case
of this kind. The patient was also suffering from glycosuria,
and two clays after the mastoid operation was semicomatose.
The differential diagnosis between diabetic coma and the coma
due to iodoform poisoning presented some difficulties. The
presence of iodin in the urine, however, made the diagnosis
of iodoform poisoning clear, and upon the substitution of
plain gauze for iodoform gauze the patient made a complete
recovery.

\i\Tith reference to shock following excision of the jugular,
he had not seen this in recent years. If a long time is con
sumed in taking out the jugular there is apt to be shock, but
if the operation is rapidly performed, it is not usually followed
by this symptom.

Dr. Dench was also interested in Dr. Tobey's findings re
garding the differential blood count, that is, the presence of
a high polymorphonuclear percentage, in these cases. His
own experience agreed with that of Dr. 'robey, in that he did
not consider the differential blood count of so much value in
these cases. It should be particularly emphasized that the ab
sence of a high polymorphonuclear percentage did not enable
one to exclude sinus thrombosis. When a high polymor
phonuclear percentage was present, he was inclined to look
for the septic focus either in the brain or in the soft tissues
of the neck, rather than in the sinus or in the internal jugu
lar vein. He was inclined to think that the last case Dr. Tobey
had spoken of might have gotten well without touching the
jugular at al!. A number of years ago he had reported a
series of cases of sinus thrombosis, which were treated by
removal of the clot from the lateral sinus without any surgical
interference with the internal jugular vein. Most of these
cases recovered. It is not necessary to excise the internal
jugular in every case of sinus thrombosis or even to ligate it,
as a certain proportion of these cases will recover by simple
removal of the thrombus from the sinus. In the case which
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the doctor reported, in which there was no clinical evidence
of sinus thrombosis, and in which the condition was discovered
upon the operating table, he considered the procedure em
ployed by Dr. Tobey perfectly proper.

Dr. Dench said that he would certainly remember this paper
for a long time, for he had always been a firm believer in the
complete excision of the jugular vein as ai:~ainst simple liga
tion, and the extensive report which Dr. Tobey had made could
not be disregarded.

As to the procedure of tying the vein high up in the neck,
above the facial branch, he called attention to the fact that
there were practically no tributary veins of any importance
given off above this point, so that the procedure suggested by
Dr. Tobey would seem to cut off the septic focus in those
cases where the clot did not extend to the level of the facial
vein. In most of his own cases, however, the lower end of
the clot either lay below the facial vein or very close to it.
In cases where the clot extended below the facial vein, liga
ture above the facial branch would naturally be unsatisfactory.
In the series of cases reported by Dr. Tobey, however, the
uniformly good results spoke for themselves.

Dr. Dench considered the paper exceedingly valuable, and
thought that the section was indebted to Dr. Tobey for pre
senting the subject in such a masterly manner.

DR. VV'RITING said that Dr. Tobey could scarcely have
chosen a more prolific subject of discussion than sinus throm
bosis, its treatment and clinical manifestations. Of course,
those who have been watching the manifestations of sinus
thrombosis for many years have recognized that we may ex
pect almost any variations from the classical manifestations
and still have to deal with the same troublesome disease.
Those cases which have all the classical symptoms of sinus
thrombosis are easy to recognize. Those cases where the
symptoms are often obscure, and the most convincing ones are
entirely wanting, are the ones that cause trouble. The doctor
had gone over very thoroughly almost every recognized man
ifestation of sinus thrombosis-malara, erysipelas, etc., were
complicating conditions which obsc~lre the real issue, and often
in these diseases we think the fluctuating temperature must
mean sinus thrombosis, and we have the mortification of know
ing that we have operated for a condition that did not exist.
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To consider all the questions which the doctor's paper
brought up would take too much time, hut he would like to
speak of two symptoms, one of which the doctor had mentioned
briefly. He had said in one case that after opening the inner
table there was a discharge of foul smelling pus.

Dr. ·Whiting said that he had given much consideration as
to the proper attention that should be paid to foul smelling
pus from the interior of the skull, and was prepared to make
the statement that he had never yet seen or encountered a
discharge of foul smelling pus from the ir.terior of the skull
which was not associated with some kind of cerebral compli
cation. Dr. Whiting said that he had made this statement
before, and some men have said that it did not correspond
\-\lith their experience, but he had given the matter very careful
consideration and thought that those who had contradicted it
had not observed the question as carefully as himself, but he
wished to repeat and emphasize the statement: He has never
known a discharge of foul smelling pus from the interior of
the skull which did not indicate some complication as menin
gitis. sinus thrombosis, brain abscess, etc. If he hadencoun
tereru a gush of foul smelling 'pus he would have said to a
moral certainty that some subdural inflammation existed. Of
course we often find large collections of pus when we open
circumscribed epidural abscesses, but they are not associated
with foul odor. Had Dr. Tobey attributed the same sig
nificance to the foul smelling pus that he (Dr. Whiting)
does, he would have sought further for a subdural inflamma
tion (the real trouble).

Dr. Whiting said that he wished to emphasize the value
of the observation, and he hoped that the other members would
notice it and see if it does not have a distillct value.

The next point that he wished to speak of was where Dr.
'robey emphasized the making of a diagnosis of clot in the
bulb. That is very difficult to diagnose. Often the skull is
opened and the sinus followed from the knee to the bulb. TIle
wall appears healthy, there is no pus, no fibrinous deposit, and
it fluctuates on palpation; but he had seen two or three cases
of clot in the bulb where the wall of the s;.nus showed a dis
tinct lessening in tension-having about the same elasticity as
a rubber glove finger filled with water; it does not distend the
sinus, but the wall is fluctuant to a greater degree than nor-
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mal. This constitutes a very important evidence of clot. in
the bulb. He has found it a marked and easily recognizable
symptom.

As to the method of tying the jugular which Dr. Tobey
employs-the small incision in the neck, and the simple tying
off of the sinus instead of resecting the jugular-his own
experience has not been in favor of that procedure, and he
was surprised that Dr. Tobey could enumerate a hundred cases
where the clot did not extend below the facial vein. He him
self had had several cases where it extended even into the
innominate vein. Many of them have extended well below
the omohyoid muscle. In two of the first three cases he ever
saw, the jugular was distinctly palpable along the neck, like
a big thickened cord, under the border of the sternocleido
muscle, and while that is sometimes made difficult to distin
guish from a line of infected glands, yet in these cases it was
easy to recognize, and the subsequent operation proved the
finding. He had also found that the walls and sheath of the
vein after beng removed contained streptococci.

DR. DUEL said that the method of operation which Dr.
Tobey had presented in detail emphasized a very important
surgical principle, to which he had himself directed attention
on a number of occasions in the discussion of this subject
namely, that the cure of a septic sinus thrombosis depends
upon one's ability to localize an infection which is becoming
the source of a general systemic poisoning. The method by
which this is accomplished is not of so much importance, as
that it shall be early in the course of the disease, and as com
plete as possible. Following the example of his teachers and
confreres, he had for a number of years-in cases where there
was a condition which seemed to indicate the necessity of a
localization of a septic focus in the lateral sinus, and possibly
jugular vein-adopted the custom of ligating the jugular vein
at the lowest possible point, just above the clavicle, and dis
secting out the vein to a point as near the jugular bulb as
feasible. Four or five years ago, however, it occurred to him
that in a large majority of the cases in which he had resected
the vein from the clavicle to the region of the bulb, the septic
clot had been above this resected portion, i. e., in the bulb or
sinus. On careful consideration it had :oeemed to him that
the prolonged operation required in the careful dissection of
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the vein, the possible injury of the spinal accessory nerve,
causing shoulder drop, and the unsightly scar in the neck,
were, in a large majority of such cases, unnecessary. The
septic focus .was usually located somewhere between the knee
of the sinus and the jugular bulb. In a few cases which were
seen late, it might be" that the thrombus had extended to the
vein. It seemed inconsistent when the clot had not extended
beyond the hulb to be content with cutting off the circulation
in the sinus toward the torcula, half an inch or an inch at most,
beyond the septic clot, and then to insist on section of the vein
at the other end of the clot, three or four inches below the
septic focus. As a matter of fact, it is always impossible in
eliminating this septic focus to remove all of that portion of
the sinus which lies in direct contact with the thrombus; the
portion lying over the meninges, although of necessity infect
ed, is never interfered with. These cases recover. Then
why should it be thought necessary to remove the vein from
the clavicle to the bulb when there is no clot below the bulb?

Another point in the operation which had been brought to
his attention by a geenral surgeon some years ago, was that
the removal of the chain of glands along the course of the
jugular vein was quite unnecessary, the swollen gland acting
as a protection to the patient rather than a menace. The idea
that these glands should be removed he helieved to be incor
rect.

His present plan of procedure was to make an incision in
the neck an inch and a half to two inches long, for the pur
pose of inspecting the jugular in the region of the facial and
thyroid veins, and above; if he found that the circulation was
not impeded, and that there was no gross evidence of phlebitis
or clot, he was content to ligate above the facial and thyroid,
thus avoiding interference with the circulation from other por
tions of the head. He divided the vein and used the portion
extending from the bulb as a drainage tube, as Ballance had
suggested. He did not close the wound in the neck, pre
ferring to use it as an added measure of drainage. In some
instances he had been able to wash through the bulb to the
opening in the sigmoid.

Another point in the technic which seemed important was
the unnecessary mauling which these cases often received in
the effort, on the part of the surgeon, to demonstrate the pres-
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ence of a clot in the sinus where the lumen of the vessel had
not been entirely occluded. The prolongation of hemorrhage
and shock caused by these unnecessary efforts might often
prove fatal. In cases where on opening the sinus one was
unable to easily demonstrate the clot, it was much wiser to
pack off the sinus at the torcular end of the petrosals, and a
day or two later it would be comparatively easy to remove the
septic focus which coulc! not be found when the hemorrhage
was occurring. The important feature was the localization
of the infection at the time of operation.

DR. SEYMOUR OPPf:J\'HI~I:\mR said that he had listened with
much interest to Dr. Tobey's paper, which had brought up
many points for discussion, though he would only refer to a
few. He hoped that in closing the discussion the doctor ,yould
ment}on what had been the mortality in this series of case"
treated by this method, simply for purposes of comparison
with other methods of dealing with this condition. ITe \Voul, I
also like to Know how Dr. Tobey determines-as he says he
can by the ligature method-that he has a patulolls vessel,
and also how he can determine whether the wall of the vessel
is normal from the macroscopic appearance. }] av not the
thrombus extend below the point of the ligature ~ TIe abo
hoped that Dr. Tobey would state how many cases heale(] by
first intention, and in how many the neck wound had to be
opened. It has been almost the univers.ll experience that
where the upper end of the vein is tied, the ligature comes off
after a number of clays and a discharge of pus takes place in
the neck wound. He failed to see the rationale of attempting'
to drain the jugular bulb up hill, which is the thing he attempts
to do when he puts a drain in the bulb and ligates and closes
up below.

He was giad to hear the doctor express himself so very pos
itively on the bacteremia question. He understood the doctor
to say that given a bacteremia he would Jigc:te the vein before
proceeding. That was a little further than we have gone in
New York, where it has been the practice to expose the sinus
first, before ligation of the jugular vein.

Dr. Tobey had spoken of a case of malaria which showed
clinical evidences of sinus thrombosis, where it was sub
sequently determined that the malaria was the cause of the
symptoms. This case reminded him of one where he had per-
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formed a mastoid operation for another colleague and did not
see the patient again for six days, when there was a high
temperature, and he was asked to see the case again with some
other medical men. The history of the case subsequent to
operation was significant of a sinus thrombosis. The presence
of plasmodia in the blood and a large spleen made the med
ical gentlemen decide that it was a case of malaria, and my
opinion that it was a sinus thrombosis was overruled and no
operation allowed. The patient continued for several days in
the same condition, when suddenly a large swelling appeared
in the neck and he (Dr. Oppenheimer) was asked to see the
case with a general surgeon. The case was immediately oper
ated and the jugular vein was found to have ruptured, which
fact saved the life of the patient, as it set up a temporp.ry bar
rier between the infection and the lung. The wall of the ves
sel wa~ slit up, leaving the lower end of the thrombus in posi
tion as it extended beneath the clavicle, and it was feared the
removal of it would allow the aspiration of air. Evidently
the lower end was aseptic. for the patient recovered.

Two years ago he had a patient who after operation showed
symptoms very suggestive of sinus thrombosis, and subse
quently showed a violent cutaneous lesion suggesting erysip
elas. The iodoform gauze was taken out of the wound and
the symptoms ceased. Subsequently iodoform was again
used, and the former symptoms recurred, which seemed to
indicate that the iodoform gauze was the cause. Moist dress
ing was substituted and the symptoms again subsided. When
the patient was later coming to the office for treatment, a
minute quantity of xeroform was used, and he developed ex
treme symptoms of cellulitis (which suggested erysipelas),
several chills, high temperature. an acute hemorrhagic ne
phritis, and violent prostration. He was evidently very sus
ceptible to the toxic influence of various drugs employed
externally.

This case is of particular interest in demonstrating that the
toxic influence of a chemical applied externally can produce
a group of symptoms so much akin to a bacterial infection
of the venous system.

DR. KERRISON said that like most of his confreres in New
York he had practiced as a rule only jugular resection in cases
of infective sinus thrombosis. He thought, however, that it
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was an important question whether in certain cases simple
ligation might not be the safer operation. As a case in point
he cited one which had come under his care at \Villard Parker
Hospital. The patient was a child suffering from scarlet
fever complicated by suppurative mastoiditis of both sides.
A double mastoidectomy had been performed. Later symp
toms typical of sinus thrombosis developed. The child was
exceedingly ill, and the question as to whether it would bear
the operation was considered. Operation was decided upon,
and the right mastoid selected as the probable site of the sinus

. lesion. The sinus was opened and then the jugular exposed
in the neck. The lower portion of the jugular-i. C., well be
low the facial branch-had been exposed, when the child
showed alarming symptoms of collapse. The vein was there
fore simply tied between two ligatures ane! cut at this point.
This child made a perfectly good recovery. It is quite cer
tain that he would not have withstood resection of the vein.
This case had suggested to Dr. Kerrison the question whether
ligation was not the safer operation in many cases in which
the patient's vitality and resistance are very far below par.

DR. TOBEY, in closing the discussion, said that he had re
ported a mortality of twelve cases out of seventy-three; only
four of these, however, could in any way be attributed to the
operation. Four died of general septicemia, two of cav
ernous sinus thrombosis, and one died of scarlet fever, so that
out of seventy-three cases only four died subsequent to liga
tion of the jugular.

As to determining whether the intima of the vein was nor
malar not-that is absolutely impossible. If the vein is
found to be patent, it is tied.

Regarding primary union he could only speak of his own
cases. Most of the men leave some small drain, but in fifteen
or twenty cases which he has sewed up tight he has opened
only two, and one of these was a very marked case of general
septicemia when operated upon.

The question of the bulb draining up hill: Of course the
vein would drain in the direction of least resistance. and be
side, the patient was in bed and not upright.

Replying to the question about bacteremia: He had said
that if a case had symptoms of lateral sinus thrombosis and
at the same time an acute bacteremia, differential diagnosis
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having ruled out any source of infection, he would ligate be
fore opening the mastoid; but he would first have a very care
ful differential diagnosis and mle out any other septic focus.
He had seen a very marked bacteremia from an acute ton
sillitis.

Dr. Kerrison had spoken of symptoms in children. It
seems practically impossible to make a differential diagnosis
of sinus thrombosis in children from septic symptoms alone.
No man is warranted in making it without careful considera
tion of the subjective and objective symptoms in children.

Replying to what had been said about re~ections, the doctor
said he was not opposed to them, but that thev had not been
necessary in the cases with which he had com~ in contact.
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